CLAIM FOR VISION CARE EXPENSE

® NATIONAL VISION ADMINISTRATORS Montgomery

divisicn of National Prescription Administrators, ing.

J P.O. Bax 1981 / Ea;éul-_lg;zuj;a;é;l..]. 07936-1981 C Ounty
Government

LAST NAME FIRST | CARD MEMSER it al

5.5, NCI

DMF i OFH DER L]
STREET ADDRESS FIAST NAME DATE OF BIRTH SEX STATUS
[m] MALE | OJ
¢ / FEMALE [=] CHILD [u]
CITY STATE ZIP MARITAL STATUS
4 D SINGLE (1 MARRIED 1 WIDOWED
3 DIVORCED O LEGALLY SEPARATED

IMPORTANT, | CERTIFY THAT THE PATIENT INFORMATION ENTERED ON THIS FOAM IS CORFEDT, THAT THE PATIENT NAMED IS ELIGIBLE FOR THE BENEFITS AND THAT | HAVE RECEIVED THE
SERVICES DESCRIBED. | ALSD CERTIFY THAT THE SERVIGES ANO MATERIALS AEGEIVED ARE NOT FOA AN ON THE JOE INJURY OR COVERED UNDER ANOTHER VISION PROGRAM. | FURTHER
AUTHORIZE THE RELEASE OF ALL INFORMATION ON THIS FORM TO NVA, LINDERWRITER, SPONS0A, FOLICY HOLDER AND THE EMPLOYER.

EMPLOYEE SIGNATURE DATE

1S CLAIM CONNECTED IN ANY WAY WITH: 1) PATIENT'S OCGUPATION, ACCIDENT OR EYE SURGERY (OTHER THAN CATARACT SURGERY)? OJYES (ONO 2) SAFETY GLASSES? O YES [ NO
3) CATARACT SURGERY? OYES OIND. IF ANY QUESTION ANSWERED YES, GIVE DETAILS AND DATES IN SPACE PROVIDED,

1S PATIENT COVERED UNDER ANY OTHER GROUP VISION PLAN FOR THE BEAVICE(S) PRESENTED BELOW? {JYES (JNO. IF ANSWERED YES, GIVE INSURANCE COMPANY NAME, ADDRESS
AND POLICY NUMBER IN SPACE PROVIDED,

TO BE COMPLETED BY EXAMINING OFHTHALMOLOGIST OR OPTOMETRIST [Prinf)

EXAMINEF NAME awn TAX 102 PATIENT MNAME DOATE OF EXAM
Ooo

STREET ADDAESS CAN VISUAL ACULITY BE RESTCRED TO AT LEAST 2070 IN THE BETTEA EYE WITH
CONVENTIONAL GLASSES? COYES ONG

A ) ETATE Fitdl DID PATIEENT HAVE EYEGLASSES PRIOR TD YOUR EXAMINATIONT
OYEE OND

| HEREEY CEATIFY THAT | HAVE RENDERED THE SERVICES INDICATED HEREDN, DOES PATIEMT AEQUAE A PASSCAIPTION CHANGE? SERVICE OHARCE
OYES OMNO IF YES: CHANGES

SIGNATURE __ QATE _ | Axis _ SPHERE OA CYLINGER $

| HAVE PAESCAIBED D SINGLE VISION O BIFGCAL DY TRIFSCAL APHAMIC  DICONTACTS OHARD QS0FT OCOSMETIC [ MEMMCALLY REQUIRED

TO BE COMPLETED BY DISPEMSER (Frint)

DISPENSER NAME TAX (D8 BATIENT MAME DATE OF BERVICE
STREET ADDRESS Hx SPHERE_ | GYLINDER AXIS PRISM ADD
| |
.
oY STATE ZF e it l

| HERESY CERTIFY THAT | HAVE AENDERED THE SEAVICES AND SUPFLIED THE MATERIAL |
INGICATED HEREON MATERIALS SUPPLIED CHARGES NVA USE

O SIMNGLE VIEIOHN
O BFOGAL
SIGNATURE DATE O TRIFOGAL
L | U.5. MANUFACTURER NAME, FABRIGATING LAE MODEL OR STYLE CJ APHAKIC
£ O CONTACTS COHARD O SOFT
& | TRADE NAME WIDTH O PAIR OONE O TINT & COLOR
S O GLASS J PLAGTIC O OTHER
F | MANLFACTURER SIZE MODEL OR STVLE OTHE
A FRAME
M |"FRAME NUMBER O FLASTIC OJ COMBINATION | CT NEW
E O METAL A PATIENTS | TOTAL CHARGE




EMPLOYEE:
* Use thisg form to obtain reimbursement for services.
= Complete the employee section of the form.
* Sign and date the form after checking for completeness.
= Attach copy of itemized receipts.
* Submit the form to:
NATIONAL VISION ADMINISTRATORS
P.0O. BOX 1981
EAST HANOVER, NEW JERSEY 07936-1981
TOLL FREE 800-672-7723
N.J. 973-503-1000

If you have any questions, please contact NVA at 800-672-7723.




